summARY One hundred and nineteen consecutive patients were studied prospectively after uncomplicated myocardial infarction by maximal exercise electrocardiography at two weeks and coronary angiography at six weeks. At angiography 87 patients had a stenosis > 70% in one major coronary artery supplying residual viable myocardium outside the infarction zone. In 82 (94%) of these the 12 lead maximal exercise electrocardiogram correctly identified these areas of ischaemic but viable myocardium. Based on ST criteria alone five patients had a false negative exercise electrocardiogram for additional disease. Nevertheless, three developed angina or a significant fall in systolic blood pressure or both at a low workload.
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On the basis of the anatomical lesions, symptoms, and the results of the European Coronary Surgery Study Group 55 patients were allocated for surgery. Of these, 54 underwent coronary artery bypass grafting within three months of myocardial infarction. One patient died perioperatively and another died after a reinfarction at four months while awaiting surgery. The remainng 53 were symptom free during a mean follow up period of 37 months. Sixty four patients received medical treatment. At angiography 32, 24, and eight patients had one, two, and three vessel coronary disease respectively. The exercise electrocardiogram correctly predicted the anatomy in 60 (94%), with two false positive and two false negative res'ults for additional disease. The eight patients with three vessel disease treated medically had generalised inoperable disease, and at follow up three had died after a further infarction and five remained symptomatic with full medical treatment. Thus of those designated as at high risk and considered suitable for surgery the 37 month survival was 53 of 54 patients treated surgically.
After uncomplicated myocardial infarction the one year morbidity and mortality may be predicted by early exercise testing.' 2 In patients with exercise induced ST segment depression the mean mortality is 19%3 with one study giving a one year mortality of 27% in contrast to only 2% in those with normal exercise electrocardiograms.' We have shown previously that early exercise testing is safe and has considerable potential for the early identification of coronary disease additional to that which subtends the infarcted area.4
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Results

COMPARISON OF MEDICAL AND SURGICAL TREATMENT GROUPS
The 55 patients managed surgically and the 64 managed medically were remarkably similar with regard to age, sex, and location and extent of infarction ( Table 1) . As would be expected from our selection criteria, however, the surgical group had significantly more ST segment depression on exercise testing at a significantly reduced exercise time (Table 2) . At catheterisation they also had more coronary arteries with >70% stenosis than the medical group ( Medicalgroup-In 32 patients, angiography showed single vessel disease to the infarct area, and this was correctly predicted by the exercise test in 30 (94%). Twenty four patients had two vessel disease; these patients were allocated to the medical group because of the distal distribution of the coronary lesions and the fact that they did not fulfil our selection criteria for surgery. All were asymptomatic during the follow up period, although 11 patients were receiving antianginal agents. Eight patients with positive stress tests had inoperable distal and diffuse three vessel coronary disease, and they were offered intensive medical 3  0  2  38  40  Total  82  2  30  5  32  29  58  119 T, true; F, false; P, positive; N, negative.
*No of vessels with >70%h stenosis.
treatment; of these, three subsequently died and five were restricted by angina or dyspnoea despite full medical treatment. Of the 64 patients in the medical group, the exercise test correctly predicted the anatomy in 60. In all 30 patients who had true negative stress tests for additional ischaemia, the exercise test correctly predicted the coronary anatomy (Table   3 ).
Discussion
By exercising patients at two weeks after an uncomplicated myocardial infarction mortality and morbidity may be accurately predicted. I Although exercise testing after infarction clearly has considerable potential for the early identification of multivessel coronary disease, clear guidelines for subsequent management do not exist. In view of the high one year mortality figure of up to 27% for those with positive exercise tests after uncomplicated infarction and an overall mean one year mortality of 200,3 9 10 it is reasonable to assume that a means of identifying and modifying the anatomy may influence survival. On the basis of the proved benefits of surgery in patients with angina and the belief that the disease process is the same we electively referred our postinfarct patients with additional significant coronary artery disease for early surgery (6-12 weeks). Of 54 patients undergoing surgery, one died and 53 remained well at a mean follow up of 37 months (surgical mortality 2%).
As expected the 53 patients considered for surgery had significantly more ST segment depression (2(0.14) v 1(0-17) mm) on exercise testing at a significantly shorter exercise time (5.5(0*3) v 7-5(0.28) minutes) than the medically managed patients, and at angiography they had significantly more coronary arteries with a stenosis >70% than the medical group. Thus maximal stress testing after early infarction can predict the anatomy and has the potential to define an at risk group with an expected mortality of up to 27%.
Our overall medical and surgical mortality at 37 months was 4% (five patients), and all deaths occurred in the high risk group-one at operation, one awaiting operation, and three receiving medical treatment because of inoperable lesions. The patient who died after a reinfarction at four months regrettably had his operation delayed by factors outside our control. Eight patients were considered unsuitable for surgery because of advanced disease; three subsequently died and five were symptomatic although stable with full medical treatment. The remaining 56 patients in the medical group were active and symptom free.
Although this was a prospective study we recognise the absence of a randomised control trial and the use of historical controls. Despite our excellent results we believe a large scale randomised trial is scientifically justified, particularly in view of the contrasting observations of the CASS study."I In favour of a more aggressive surgical approach is the European angina study and our overall mortality of 4% and the strik- 
